



College of San Mateo




    Dental Assisting Department





Radiology Department




         Dental Examination Form

This form is for students taking Radiology Only.  Students enrolled in the full program have a different form to have signed by their dentist.
This is to certify that__________________________________





(name of Dental Assisting Student)

came to me for a dental exam on_____________________.







(Date)

I find this patient to be in 
Excellent
Good
   Fair      condition.







(Circle one)

I have since begun and/or have completed the necessary treatment.

I hereby certify that this student has my consent to have a full set of dental radiographs taken during his/her enrollment in the CSM Dental Assisting Program.   I understand that a copy of these radiographs will be forwarded to my office upon completion of the class.  

DDS Signature_________________________Date:________________

Address: _________________________________________________


    _________________________________________________

Telephone: _________________________________

E-mail:____________________________________

